I n June, Victoria became the first Australian state to legalise voluntary assisted dying (VAD). 1 It seems likely that other Australasian jurisdictions will follow suit within years.
The legislation provides legal warrant for doctors to aid patients to end their lives in certain tightly regulated circumstances. The assistance will usually be in the form of a prescription of a lethal substance for a patient to self-administer, though if a patient is incapable of doing this, a doctor may administer the substance. 1 ss 45,46 Doctors who follow the procedures of the Act will not be prosecuted for assisting a suicide (which remains a crime), 2 s 6B(2) manslaughter or murder. 1 s 79
To be eligible the patient must be 18 or over; have been a Victorian resident for 12 months; have an illness expected to cause death within six months (or 12 months in neurodegenerative diseases); and be experiencing suffering 'that cannot be relieved in a manner that the person considers tolerable'. 1 s 9(1) Mental illnesses (as defined by the Victorian Mental Health Act) cannot be qualifying terminal illnesses. 1 s 9(2) However, the presence of a mental illness per se does not prevent a person from accessing VAD.
The patient must also have decision-making capacity (DMC) around the decision to request VAD. The only time a psychiatrist is mentioned in the new Act is in relation to the determination of DMC.
With a legal framework for VAD finally in place, Victorian psychiatrists, and eventually all Australasian psychiatrists, must now build norms of clinical practice for themselves and their colleagues which will support the VAD process and provide the best care and protection for patients. Clinical practice norms are not so easily spelt out as the provisions of legislation, nor are they so easily promulgated, but, if well-constructed, they can be established so as to provide a much more nuanced and tailored approach to the individual patient than legislation ever could.
When and how psychiatrists should review patients requesting VAD provides a good example of how these norms can build upon a legislated sub-structure. The legislation's approach to psychiatric review is minimalist and its wording is awkward. It requires that, if either of the main doctors involved are 1 ss 18,27 unable to determine whether the person has decision-making capacity in relation to voluntary assisted dying as required by the eligibility criteria, for example, due to a past or current mental illness of the person, [he or she] must refer the person to a registered health practitioner who has appropriate skills and training, such as a psychiatrist in the case of mental illness.
If this legislative pronouncement were to be the beginning and end of psychiatrist involvement with patients requesting assistance to die, our clinical practice would be threadbare indeed.
Consider first, that the provision contains a worrying oversight around second-order cognition. It appears to assume that doctors, who are not experts in determining DMC, can decide that they can determine whether patients have DMC. However, there is good evidence that non-expert doctors often fail in this regard. The psychiatric conditions that are most likely to impair DMC in these cases -major depression and delirium -are often overlooked by non-psychiatrically trained doctors. [3] [4] [5] [6] Moreover, evidence from Oregon demonstrates that physicians facilitating VAD there frequently fail to seek the psychiatrist or psychologist review that that jurisdiction's legislation mandates in similar circumstances. 7 These routinely missed diagnoses provide the basis for an argument for a legislated mandatory psychiatric review for all patients requesting VAD. 8 However, while this would make it less likely that incapacity is missed, it would be at the cost of forcing terminally ill people, often within days or weeks of death, to undergo a review that might be difficult to urgently obtain and understandably perceived as burdensome. Arguably, it is preferable to instead create a culture among physicians where the clinical threshold for psychiatrist review is generally low but takes account of the patient's particular circumstances.
Additionally, psychiatrists will often have far more to offer these patients than a bald DMC determination. At the end of life, individuals and their families often experience intense psychological turmoil that psychiatrists might assist in navigating. In many cases, especially in cases where death is not otherwise imminent, a psychiatric review might shed useful light on the psychological environment in which a VAD request arose. In some cases, this will reveal ways forward that may be more acceptable to the patient than an early death.
The challenges are first to build a consensus among ourselves as to which patients might benefit from psychiatrist review and then, having ensured that these consultations will be readily available, to persuade our physician colleagues to adopt the approach we recommend.
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Andrew Amos Deputy Editor, Australasian Psychiatry, Director of Training, North Queensland Cluster, Australia Email: Andrew.Amos@health.qld.gov.au Despite thousands of years of debate on the moral, social, religious and legal implications, our society seems no closer to a unanimous position on whether suicide is the natural right of every autonomous adult, an unacceptable act that always violates basic ethical or religious principles, or a regrettable but necessary compromise to some whose lives are dominated by despair. There remains an equally diverse body of opinion on whether physicians, bound by their oath to 'do no harm', can ethically assist their patients to commit suicide in any circumstances.
The October 2019 Australasian Psychiatry podcast features an interview with Professor Christopher Ryan of Westmead Hospital, and Professor David Copolov of Monash University, to discuss Voluntary Assisted Dying (VAD). The conversation took place the day after their involvement in a panel discussion on the topic at the RANZCP Congress in Cairns. The discussion starts with the difference between VAD and Physician Assisted Dying, and explores the ramifications of the legislation allowing VAD in Victoria, beginning in June 2019.
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The untitled cover art by Graeme Doyle comes from the Cunningham Dax Collection. The artwork has been chosen to reflect the themes of schizophrenia, consultation liaison psychiatry and ethics within this issue. The artist says this about his artwork: 'I've taken more out of schizophrenia than it's taken from me'. In terms of the artist's working method, he fills up small art pads with his detailed pen and ink drawings and then uses these as templates for his larger works. When reflecting on his drawing practice Graeme has said, 'It's nervous, it's electric, I put my kilowatts of suffering into it'.
About the Cunningham Dax Collection
The Cunningham Dax Collection consists of over 15,000 artworks created by people with an experience of mental illness and/or psychological trauma. The art includes works on paper, paintings, photographs, poems, textiles, sculpture, journals and digital media. The unique Cunningham Dax Collection is now one of the largest of its kind, with only two other similar collections of comparable size and stature: the Musée Art Brut in Lausanne, Switzerland, and the Prinzhorn Collection in Heidelberg, Germany.
